Choledochoduodenostomy (CDD) has been reported as a more effective treatment of CBD stones than Ttube drainage but it is regarded as a last resort or obsolete therapeutic method due to fears of higher mobidity, cholangitis, "sump" syndrome and liver dysfunction. We aimed to assess the aforementioned issues analyzing prospectively our experience from 1976 through Dec.92. Methods: CDD was performed in 89 females and 36 males,, aged 60.2+8.7 years, 26 during repeat surgery. Duct stones were the indication in 94, Sphincter of oddi (SO) dysfunction in 23 and obstructive pancreatitis nodule in 8. Peroperative liver biopsies were obtained in 44 patients. The "follow-up" schedule (> 2.5 years in 110) included clinical interview and LFT's on an yearly basis. Ultra sound (USG) was obtained every one or two years. ERC was done in 10 symptomatic patients and in 25 others for protocul purposes. Liver biopsies were taken four to nine years post surgery in 11 patients-five at relaparotomy for non-biliary causes and six percutaneously by fine needle. Ductal mucosa biopsy could safely be performed in one patient 10 years after surgery. The long-term results were classified as excellent, good, fair or poor. Poor meant the need for further invasive therapy (resurgery or EST). Results: There were two operative deaths (1.6%). The long-term results (123 survivors) were considered excellent in 89, good in 22,fair in 9 and poor in three. Three patients died from unrelated causes and eight others ceased the "follow-up" evaluation three to five years post surgery. All of them were considered as having excellent or good results.
INTRODUCTION
It is no longer disputed that laparoscopic cholecystectomy is the procedure of choice in a large proportion of patients suffering from symptomatic biliary Correspondence to: Dr. A. C. Mendes de Almeida Praa Principe Real, Esq, 1200 Lisbon Portugal.
lithiasis. However controversy still remains as to what should be considered the optimal treatment for patients who in addition to gall-bladder (GB) calculi also harbour common bile duct (CBD) stones. Endoscopic sphincterotomy (EST) became widely accepted as the most appropriate treatment ofretained/recurrent duct stones independent of the patient's age and risk. It is also the most judicious treatment for CBD calculi in elderly or otherwise "unfit" patients with GB "in situ". Thus, endoscopic removal of duct stones followed by laparoscopic cholecystectomy is becoming the anticipated scenario of the future because a higher incidence of duct stones occurs in people over 65. Should the duct calculi be detected laparoscopically, the reverse approach seems to be preferable. Nevertheless it has been shown that EST doesn't offer significant advantages with respect to morbidity, mortality and success as compared to conventional CBDE1, and that "fit" patients should be treated by surgery alone without properative EST 2. There are two other random and prospective studies that concluded that EST followed by conventional or laparoscopic surgery is not superior to surgery alone. Moreover debate continues to question whether sphincter restenosis and/or stone reformation are a long-term risks following EST 5. Thus, although EST followed by surgery may be regarded as an appealing approach 6, open CBDE is still preferred by a large number of surgeons, specifically when deciding the most appropriate therapy for a young, "fit", patient for whom the long-term effectiveness of the elected procedure is a major factor.
Among the various surgical modalities at our disposal, choledochoduodenoustomy (CDD) has been shown to be more effective when compared to temporary T-tube decompression in avoiding long-term morbidity secondary to retained /recurrent stones7-1.
However, many surgeons consider CDD as a last resort and even as obsolete due to fears of increased operative morbidity and mortality risks, long-term bacterial or "chemical" cholangitis and the possible occurrence of the "sump" syndrome. There are also concerns of eventual hepatic dysfunction and/or parenchymatous changes resulting from repeated bouts of cholangitis, from long-standing duodenocholedochal reflux of enteric secretions, or from the loss of sphincter of oddi activity.
Continuing a previously reported study 11 we have continued to investigate whether or not these fears and/or alegations are justified and to define the short and long-term efficacy of CDD.
PATIENTS, METHODS
This study reports the analysis of data retrospectively retrieved from January 1973 through December 1975 and prospectively documented from 1976-Dec. 92 according to a protocol. It relates to a consecutive series of 125 CDD which were part of the management of symptomatic biliary lithiasis. 17 is particularly illustrative of this outcome. Our findings (Fig. 2) fully corroborate those of Cetta. 11 , it is technically feasible to construct a biliary-duodenal anastomosis of sufficient diameter as to prevent these complications even on a duct 10 to 12 mms wide. The possible longterm effects on liver function allegedly resulting from loss of the odditic sphincter activity remain to be determined. Certainly there was no evidence in our study.
In conclusion our data, corroborating others 8,9,19,20, indicate that CDD is a very safe procedure with morbidity and mortality risks similar to those of EST whenever similar cohorts of patients are compared. The figure 4 , clearly directs our thoughts to this respect. However in a young, "fit", patient it is our contention that a carefully performed CDD is the most appropriate, treatment of most dilated stone-containing ducts. With the current emphasis on laparoscopic procedures and the rapidly advancing technology it is our firm belief that we will be able to perform a correct CDD entirely by laparoscopic means in the near future. Until then, though, only after long-term, extensive, prospective assessments of any other form of treatment for duct lithiasis in a young population, be it conventional, purely laparoscopic or combined laparoendoscopic, are able to show an efficacy similar or superior to that herein reported with conventional CDD can this procedure be considered as obsolete.
